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emergency that results in myocardial infarction and cardiogenic
shock. The optimal revascularization modality (CABG or PCI) is still
uncertain. Survival depends on the size and dominance of the RCA
and the formation of collateral supply to the left coronary system. Our
primary goal was to stabilize the patient by primary PCI, and we
managed to restore the coronary ﬂow supplying a large area of
myocardium. However, we failed to wire across the mid LAD chronic
total occlusion and hence it was thought prudent to merely perform
primary angioplasty for immediate hemodynamic gain and prepare
him for CABG. He underwent urgent CABG successfully.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. RV
Relevant clinical history and physical exam. A 78-year-old man presented
with progressive onset of chest pain one hour prior to admission. His
coronary risk factors include hypertension and smoking. At presen-
tation, his heart rate was 66 beats per minute and BP was 140/
90 mmHg. The other examinations were normal. His angina was
progressively worsened at Emergency Department.
Relevant test results prior to catheterization. His ECG at presentation was
normal. After half an hour, the ECG started to show progressive
changes of ST elevation at V 2, V3 and V4 leads. The initial troponin
T level was normal.
Relevant catheterization ﬁndings. The right coronary artery (RCA) was
normal. However, it was difﬁcult to engage left main coronary ar-
tery (LMCA) via the tortuous right and left femoral artery by JL 4.0
and JL 5.0 diagnostic catheters, despite the use of long femoral
introducer sheaths. Finally, a non-selective contrast injection
showed total occlusion at prox-left anterior descending (LAD) ar-
tery, which was identiﬁed as the infarct-related artery. LMCA was
normal and the mid-left circumﬂex (LCX) artery showed a 40%
stenosis.
[INTERVENTIONAL MANAGEMENT]
Procedural step. We experienced signiﬁcant difﬁculty engaging LMCA.
After failed attempts to engage LMCA with JL 4 and 5 diagnostic
catheters (via the right and left femoral arteries and the use of long
femoral introducer sheath), we tried again to obtain access by using
XB 3.0, 3.5, AL1.0 and Voda guiding catheters, however, unsuccessful.The possible reasons of difﬁcult access include tortuous femoral ar-
teries, broaden calciﬁed aortic arch and a high take off LMCA. Sub-
sequently, right radial and brachial approach was attempted but
unsuccessful.After many failed attempts (via right and left femoral,
right brachial and radial arteries) to engage LMCA and exceeded the
recommended door-to-balloon time (90 minutes), patient’s angina
worsening and became restless on the cardiac catheterization table. A
decision was made to proceed with ﬁbrinolytic therapy (Ten-
ecteplase). Finally, more attempts were made and we managed to
puncture the right radial artery successfully with the assistance of
anesthetist colleague and Doppler ultrasound. A XB 3.0 guiding
catheter was used to engage LMCA via radial approach. Fortunately,
angiographic views showed proximal LAD occlusion had reperfused
successfully by Tenecteplase. The LAD was lesion was treated with a
3.0x18 mm stent (NOBORI). Patient recovered after 1 week of
hospitalization.
S116 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5Case Summary. Difﬁcult vascular access is known to be one of the non-
system reasons for delay in door-to-needle time (D2BT) and associ-
ated with higher in-hospital mortality. We described a case of primary
percutaneous coronary intervention with difﬁcult vascular access.
Fibrinolysis should be considered as an alternative therapy in patient
with acute myocardial infarction with difﬁculty in obtaining vascular
access.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Mr. N
Relevant clinical history and physical exam. 58 years Male who is known
smoker & Alcoholic with Type II Diabetes Mellitus, Systemic Hyper-
tension came to emergency room with the complaints of Chest pain
for past 14 hrs duration and worsened for past 2 hours duration with
mild dyspnea for which clinical examination was done which showed
mild bilateral basal crepitation with Hypotension and subjected to
surface ECG.
Relevant test results prior to catheterization. His surface ECG showed
acute infero posterior wall myocardial infarction and his blood sugars
were increased. His echocardiogram showed mild left ventricular
dysfunction with regional wall motion abnormality involving infero
posterior, postero basal wall with ejection fraction of 45%.
Relevant catheterization ﬁndings. He was given loading dose of Tica-
grelor 180mg, Ecosprin 325mg, Atorvastatin 80mg, Low dose fruse-
mide and taken up for primary PCI through right radial artery access.
His coronary angiogram revealed double vessel coronary artery dis-
ease with circumﬂex PDA 100% thrombotic occlusion and proximal
left circumﬂex artery has minor calciﬁcation with 30 - 40% stenosis
and mid LAD has short segment 90% stenosis for which he was
planned for culprit vessel primary PCI to Left circumﬂex artery.[INTERVENTIONAL MANAGEMENT]
Procedural step. Patient was started on Tiroﬁban infusion as per
weight. LMCA was engaged with extra backup guiding catheter and
lesion was crossed with 0.014 inch wire and thrombus aspiration was
done, TIMI III ﬂow seen. Since Proximal left Circumﬂex lesion was
calciﬁed and could not able to cross the balloon, Predilatation was
done to proximal LCx and then predilated the Circumﬂex PDA lesion
sequentially. Since guiding catheter and wire was not supported to
take the drug eluting stent across the proximal LCx lesion, AL 1
guiding catheter was exchanged and drug eluting stent to Circumﬂex
PDA was done. Proximal LCX lesion was adequately predilated and
Biovascular scaffold was done with adequate post dilatation. Patient
was continued GPIIbIIIa inhibitor for 36 hours. Patient develops acute
onset of chest pain and dyspnea and his ECG revealed acute re
Myocardial infarction diagnosed as probable Acute stent thrombosis.
Since patient was hemodynamically unstable with pulmonary edema
and cardiogenic shock, He was electively intubated and with ino-
tropes shifted to the cath lab. Femoral artery access was made and
diagnosed as abdominal aorta 100% occlusion and radial artery access
was made and repeated thrombus suction was done and post dilata-
tion of proximal LCx to distal LCx was made. Persistent thrombus
occlusion was seen with no ﬂow reﬂow phenomenon for which intra
coronary pharmacotherapeutics were used. Patient went in for cardiac
arrest and could not able revive, was declared.
